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Question #: 1 
10: 57786 All of the following parameters should be monitored for patients taking long-term prednisone EXCEPT: 
Corect 
Y Flag question Select one: 


(ra reetsct] Cholesterol v 


Rose Wang (ID:113212) this answer is correct. Corticosteroid therapy does not 
directly affect cholesterol levels. 


Blood pressure % 


Bone mineral density % 
Blood glucose % 


{Correct | 
Marks for this submission: 1.00/1.00. 
TOPIC: Polymyalgia Rheumatica & Giant-Cell Arteritis 


LEARNING OBJECTIVE: 
To understand the treatment of polymyalgia rheumatica (PMR) and giant-cell arteritis (GCA). 


BACKGROUND: 


PMR is an inflammatory rheumatic condition characterized clinically by aching and morning stiffness lasting 
for hours. Patients typically have significant promixal muscle discomfort, particularly around the shoulders, 
across the neck, and in the buttocks and thighs, that interferes with activities of daily living. Systemic 
symptoms, including fever, malaise, weight loss, and fatigue is present in 40 - 50% of patients. PMR generally 
occurs in patients over the age of 50. It is generally a recent, discrete change in musculoskeletal symptoms, 
with an abrupt, acute onset. PMR can be associated with GCA, which is also known as temporal arteritis. 
These two disorders may represent different clinical manifestations of a shared disease process. 16 - 21% of 
patients with PMR will develop GCA and 40 - 60% of patients with GCA will develop PMR. GCA is categorized 
as a chronic vasculitis of large- and medium-sized vessels with predominance for the cranial branches of the 
arteries originating from the aortic arch, Patients with GCA generally present with headache and scalp 
tenderness in the temporal or occipital areas, claudication of the jaw or tongue, and partial or complete 
monocular vision loss. Similarly to PMR, systemic symptoms are common and include fever, fatigue, and 
weight loss. GCA occurs less frequently than PMR, affecting 0.2% of people age 50 and older with a peak 
incidence at age 70 - 75. Both PMR and GCA are approximately twice as frequent in women than in men. The 
mainstay of therapy for GCA is high-dose systemic corticosteroids, which should be initiated immediately 
once the diagnosis of GCA is strong suspected. If there are no signs of symptoms of visual loss, the 
recommended initial treatment is prednisone 1 mg/kg (maximum of 60 mg/day) administered in a single 
daily dose. Risks of systemic corticosteroid therapy include osteoporosis, glucose intolerance, hypertension, 
glaucoma, and cataracts. Since most PMR and GCA patients will require treatment with corticosteroids for 
more than a few months, standard guidelines for prevention of glucosteroid-induced osteoporosis should be 
followed. This includes an assessment of bone mineral density (BMD), calcium and vitamin D 
supplementation, and prophylactic use of bisphosphonates if indicated. Blood pressure and blood glucose 
levels should be monitored regularly. 


RATIONALE: 
Correct Answer: 


© Cholesterol - Corticosteroid therapy does not directly affect cholesterol levels. 


Incorrect Answers: 


© Blood pressure - Bone mineral density, blood pressure, and blood glucose levels should be 
monitored regularly in patients on long-term corticosteroid therapy. 


* Bone mineral density - Bone mineral density, blood pressure, and blood glucose levels should be 
monitored regularly in patients on long-term corticosteroid therapy. 


* Blood glucose - Bone mineral density, blood pressure, and blood glucose levels should be monitored 
regularly in patients on long-term corticosteroid therapy. 


Question #: 2 


1D: 57729 


Corect 


TAKEAWAY/KEY POINTS: 


Risks of systemic corticosteroid therapy include osteoporosis, glucose intolerance, hypertension, glaucoma, 
and cataracts. Bone mineral density, blood pressure, and blood glucose levels should be monitored regularly 
in patients on long-term corticosteroid therapy. 


REFERENCE: 


[1] Hanly JG. Polymyalgia rheumatica and giant-cell arteritis. In: Compendium of Therapeutic Choices. Ottawa, 
ON: Canadian Pharmacists Association. https://myrxtx.ca. 


[2] Docken WP. Clinical manifestations and diagnosis of polymyalgia rheumatica. In: Matteson EL, ed. 
UpToDate. Waltham, MA.: UpToDate. 


[3] Langford CA, Fauci AS. The vasculitis syndromes. In: Jameson J, Fauci AS, Kasper DL, Hauser SL, Longo DL, 
Loscalzo J. eds. Harrison's Principles of Internal Medicine, 20e. New York, NY: McGraw-Hill. 


[4] Docken WP, Rosenbaum JT. Clinical manifestations of giant cell arteritis. In: Matteson EL, Trobe J, eds. 
UpToDate. Waltham, MA.: UpToDate. 


The correct answer is: Cholesterol 


DZ is a 71 year old male who has been newly diagnosed with polymyalgia rheumatica (PMR) and will 
be starting prednisone 15 mg po daily. His past medical history is otherwise only significant for 
osteopenia. 


Which of the following would NOT be appropriate as initial therapy for prevention of corticosteroid-induced 
osteoporosis? 


Select one: 
Vitamin D % 
Calcium carbonate % 
Pamidronate w 
Rose Wang (ID: 113212) this answer is correct. Pamidronate is an IV 


bisphosphonate and should only be used for patients in whom oral bisphosphonates 
are not appropriate. 


Alendronate * 


Marks for this submission: 1.00/1.00. 


TOPIC: Polymyalgia Rheumatica & Giant-Cell Arteritis 


LEARNING OBJECTIVE: 
To understand the treatment of polymyalgia rheumatica (PMR) and giant-cell arteritis (GCA). 


BACKGROUND: 


PMR is an inflammatory rheumatic condition characterized clinically by aching and morning stiffness lasting 
for hours. Patients typically have significant proximal muscle discomfort, particularly around the shoulders, 
across the neck, and in the buttocks and thighs, that interferes with activities of daily living. Systemic 
symptoms, including fever, malaise, weight loss, and fatigue are present in 40 - 50% of patients. PMR 
generally occurs in patients over the age of 50. It is generally a recent, discrete change in musculoskeletal 
symptoms, with an abrupt, acute onset, PMR can be associated with GCA, which is also known as temporal 
arteritis. These two disorders may represent different clinical manifestations of a shared disease process. 16 - 
21% of patients with PMR will develop GCA and 40 - 60% of patients with GCA will develop PMR. GCA is 
categorized as a chronic vasculitis of large- and medium-sized vessels with predominance for the cranial 
branches of the arteries originating from the aortic arch. Patients with GCA generally present with headache 
and scalp tendemess in the temporal or occipital areas, claudication of the jaw or tongue, and partial or 
complete monocular vision loss. Similarly to PMR, systemic symptoms are common and include fever, 
fatigue, and weight loss. GCA occurs less frequently than PMR, affecting 0.2% of people age 50 and older 
with a peak incidence at age 70 - 75. Both PMR and GCA are approximately twice as frequent in women than 
in men. The main goal of PMR treatment is relief of symptoms and has not been shown to improve prognosis 
or prevent progression to GCA. All patients with PMR should be initially treated with low-dose systemic 
corticosteroids. Non-stercidal anti-inflammatory drugs (NSAIDs) are typically ineffective or result in only 
partial improvement of symptoms in patients with PMR. A lower dose of prednisone is required to alleviate 
musculoskeletal symptoms in PMR than to control the vascular inflammation associated with GCA. An initial 
prednisone dose of 15 mg/day is suggested, but lower doses of 7.5 - 10 mg/day may be sufficient in smaller 
patients with mild symptoms. On the contrary, initial doses of 20 - 25 mg/day may be appropriate in an 
otherwise healthy patient with severe aching and systemic symptoms. Patients typically respond quickly to 
corticosteroid therapy with the majority experiencing significant improvement within days of starting 
treatment. Subsequently, the corticosteroid dose should be gradually reduced and many patients can be 
tapered off in 1 - 2 years. However, some patients may require corticosteroid therapy for 5 - 10 years or 
indefinitely. Persistent aching and stiffness or persistent fevers and systemic symptoms despite corticosteroid 
therapy suggest an alternative diagnosis. Elevations in erythrocyte sedimentation rate (ESR) and C-reactive 
protein (CRP) typically revert back to normal with low-dose prednisone in association with symptomatic 
improvement. Continued or recurrent high levels of ESR or CRP in an asymptomatic patient should raise 
concern about concurrent GCA or another diagnosis (e.g. malignancy, infection). Risks of systemic 
corticosteroid therapy include osteoporosis, glucose intolerance, hypertension, glaucoma, and cataracts. 
Since most PMR and GCA patients will require treatment with corticosteroids for more than a few months, 


Question #: 3 


1D: 57724 


Corect 


Send Feedback 


standard guidelines tor prevention ot glucosteroid-induced osteoporosis should be followed. I his includes 
an assessment of bone mineral density (BMD), calcium and vitamin D supplementation, and prophylactic use 
of bisphosphonates if indicated. Oral bisphosphonates that may be used for the prevention of corticosteroid- 
induced osteoporosis include alendronate and risedronate. Alternatives to oral bisphosphonates (e.g. IV 
bisphosphonates, denosumab, teriparatide) should only be used for patients in whom oral bisphosphonates 
are not appropriate. Blood pressure should be monitored regularly and hemoglobin A1c (HbA1c) levels 
should be monitored routinely to assess forthe development of diabetes. 


RATIONALE: 
Correct Answer: 


* Pamidronate - Pamidronate is an IV bisphosphonate and should only be used for patients in whom 
oral bisphosphonates are not appropriate. 


Incorrect Answers: 
* Vitamin D - This is an appropriate option for prevention of corticosteroid-induced osteoporosis. 


* Calcium carbonate - This is an appropriate option for prevention of corticosteroid-induced 
osteoporosis. 


* Alendronate - This is an appropriate option for prevention of corticosteroid-induced osteoporosis. 


TAKEAWAY/KEY POINTS: 


Oral bisphosphonates that may be used for the prevention of corticosteroid-induced osteoporosis include 
alendronate and risedronate. Alternatives to oral bisphosphonates (e.g. IV bisphosphonates, denosumab, 
teriparatide) should only be used for patients in whom oral bisphosphonates are not appropriate. 


REFERENCE: 


[1] Hanly JG. Polymyalgia rheumatica and giant-cell arteritis. In: Compendium of Therapeutic Choices. Ottawa, 
ON: Canadian Pharmacists Association. https://myrxtx.ca. 


[2] Docken WP. Clinical manifestations and diagnosis of polymyalgia rheumatica. In: Matteson EL, ed. 
UpToDate. Waltham, MA.: UpToDate. 


[3] Langford CA, Fauci AS. The vasculitis syndromes, In: Jameson J, Fauci AS, Kasper DL, Hauser SL, Longo DL, 
Loscalzo J. eds. Harrison's Principles of Internal Medicine, 20e. New York, NY: McGraw-Hill. 


[4] Docken WP, Rosenbaum JT. Clinical manifestations of giant cell arteritis. In: Matteson EL, Trobe J, eds. 
UpToDate. Waltham, MA.: UpToDate. 


[5] Buckley L, Guyatt G, Fink HA, et al. 2017 American College of Rheumatology guideline for the prevention 
and treatment of glucocorticoid-induced osteoporosis, Arth Care Res 2017;69:1521-1537. 


The correct answer is: Pamidronate 


Which of the following tests is often used to confirm the diagnosis of giant-cell arteritis (GCA)? 


Select one: 


Doppler ultrasound ® 
Echocardiogram * 


Temporal ¥ 
Bus Rose Wang (ID:113212) this answer is correct. The diagnosis of GCA can be 
Bese confirmed by biopsy of the temporal artery but may not be positive in all patients due 


to patchy histologic findings. 


Chest x-ray % 


Marks for this submission: 1.00/1.00. 
TOPIC: Polymyalgia Rheumatica & Giant-Cell Arteritis 


LEARNING OBJECTIVE: 


To understand the symptoms, risk factors, and diagnosis of polymyalgia rheumatica (PMR) and giant-cell 
arteritis (GCA). 


BACKGROUND: 


PMR is an inflammatory rheumatic condition characterized clinically by aching and morning stiffness lasting 
for hours. Patients typically have significant promixal muscle discomfort, particularly around the shoulders, 
across the neck, and in the buttocks and thighs, that interferes with activities of daily living. Systemic 
symptoms, including fever, malaise, weight loss, and fatigue is present in 40 - 50% of patients. PMR generally 
occurs in patients over the age of 50. It is generally a recent, discrete change in musculoskeletal symptoms, 
with an abrupt, acute onset. PMR can be associated with GCA, which is also known as temporal arteritis. 
These two disorders may represent different clinical manifestations of a shared disease process. 16 - 21% of 
patients with PMR will develop GCA and 40 - 60% of patients with GCA will develop PMR. GCA is categorized 
as a chronic vasculitis of large- and medium-sized vessels with predominance for the cranial branches of the 
arteries originating from the aortic arch, Patients with GCA generally present with headache and scalp 
tenderness in the temporal or occipital areas, claudication of the jaw or tongue, and partial or complete 


manacularuician lace Cimilarly ta DMR cuctamic evmntame ara ramman and inclida fouar fatina and 


Question #: 4 


1D: 57726 


Corect 


: rnani m 
weight loss. GCA occurs less frequently than PMR, affecting 0.2% of people age 50 and older with a peak 
incidence at age 70 - 75. Both PMR and GCA are approximately twice as frequent in women than in men. The 
diagnosis of PMR or GCA can often be suggested clinically by the demonstration of the complex of fever, 
anemia, high erythrocyte sedimentation rate (ESR), and elevated C-reactive protein (CRP) in a patient >50 
years. The diagnosis can be confirmed by biopsy of the temporal artery but may not be positive in all 
patients due to patchy histologic findings. Temporal artery biopsy is not routinely recommended in patients 
who present with symptoms of isolated PMR and is only indicated if there is clinical suspicion of GCA. 


RATIONALE: 
Correct Answer: 


* Temporal artery biopsy - The diagnosis of GCA can be confirmed by biopsy of the temporal artery 
but may not be positive in all patients due to patchy histologic findings. 


Incorrect Answers: 
© Doppler ultrasound - This test is not routinely used to confirm the diagnosis of GCA. 
* Echocardiogram - This test is not routinely used to confirm the diagnosis of GCA. 


© Chest x-ray - This test is not routinely used to confirm the diagnosis of GCA. 


TAKEAWAY/KEY POINTS: 


The diagnosis of GCA can be confirmed by biopsy of the temporal artery but may not be positive in all 
patients due to patchy histologic findings. Temporal artery biopsy is not routinely recommended in patients 
who present with symptoms of isolated PMR and is only indicated if there is clinical suspicion of GCA. 


REFERENCE: 


[1] Hanly JG. Polymyalgia rheumatica and giant-cell arteritis. In: Compendium of Therapeutic Choices. Ottawa, 
ON: Canadian Pharmacists Association. https://myrxtx.ca. 


[2] Docken WP. Clinical manifestations and diagnosis of polymyalgia rheumatica. In: Matteson EL, ed. 
UpToDate. Waltham, MA.: UpToDate. 


[3] Langford CA, Fauci AS. The vasculitis syndromes. In: Jameson J, Fauci AS, Kasper DL, Hauser SL, Longo DL, 
Loscalzo J. eds. Harrison's Principles of Internal Medicine, 20e. New York, NY: McGraw-Hill. 


[4] Docken WP, Rosenbaum JT. Clinical manifestations of giant cell arteritis. In: Matteson EL, Trobe J, eds. 
UpToDate. Waltham, MA.: UpToDate. 


The correct answer is: Temporal artery biopsy 


A typical starting dose of prednisone for the treatment of polymyalgia rheumatica (PMR) is: 


Select one: 
5 mg/day * 


15 {v 


EEEN Rose Wang (ID:113212) this answer is correct. A prednisone dose of 15 mg/day is 


suggested for the initial treatment of PMR. 


30 mg/day * 
50 mg/day * 


{ Correct | 
Marks for this submission: 1.00/1.00. 
TOPIC: Polymyalgia Rheumatica & Giant-Cell Arteritis 


LEARNING OBJECTIVE: 
To understand the treatment of polymyalgia rheumatica (PMR) and giant-cell arteritis (GCA). 


BACKGROUND: 


PMR is an inflammatory rheumatic condition characterized clinically by aching and morning stiffness lasting 
for hours. Patients typically have significant proximal muscle discomfort, particularly around the shoulders, 
across the neck, and in the buttocks and thighs, that interferes with activities of daily living. Systemic 
symptoms, including fever, malaise, weight loss, and fatigue, are present in 40 - 50% of patients. PMR 
generally occurs in patients over the age of 50. It is generally a recent, discrete change in musculoskeletal 
symptoms, with an abrupt, acute onset. PMR can be associated with GCA, which is also known as temporal 
arteritis, These two disorders may represent different clinical manifestations of a shared disease process. 16 - 
21% of patients with PMR will develop GCA and 40 - 60% of patients with GCA will develop PMR. GCA is 
categorized as a chronic vasculitis of large- and medium-sized vessels with a predominance for the cranial 
branches of the arteries originating from the aortic arch. Patients with GCA generally present with headache 
and scalp tendemess in the temporal or occipital areas, claudication of the jaw or tongue, and partial or 
complete monocular vision loss. Similarly to PMR, systemic symptoms are common and include fever, 
fatigue, and weight loss. GCA occurs less frequently than PMR, affecting 0.2% of people age 50 and older 
with a peak incidence at age 70 - 75. Both PMR and GCA are approximately twice as frequent in women than 
in men. The main goal of PMR treatment is relief of symptoms and has not been shown to improve prognosis 
or prevent progression to GCA. All patients with PMR should be initially treated with low-dose systemic 


Question #: 5 
1D: 57782 
Corect 
Y Fiag question 
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partial improvement of symptoms in patients with PMR. A lower dose of prednisone is required to alleviate 
musculoskeletal symptoms in PMR than to control the vascular inflammation associated with GCA. An initial 
prednisone dose of 15 mg/day is suggested, but lower doses of 7.5 - 10 mg/day may be sufficient in smaller 
patients with mild symptoms. On the contrary, initial doses of 20 - 25 mg/day may be appropriate in an 
otherwise healthy patient with severe aching and systemic symptoms. Patients typically respond quickly to 
corticosteroid therapy with the majority experiencing significant improvement within days of starting 
treatment. Subsequently, the corticosteroid dose should be gradually reduced, and many patients can be 
tapered off in 1 - 2 years. However, some patients may require corticosteroid therapy for 5 - 10 years or 
indefinitely. Persistent aching and stiffness or persistent fevers and systemic symptoms despite corticosteroid 
therapy suggest an alternative diagnosis. 


RATIONALE: 
Correct Answer: 


* 15 mg/day - A prednisone dose of 15 mg/day is suggested for the initial treatment of PMR. 


Incorrect Answers: 


* Not a typical starting dose - This is not a typical starting dose of prednisone for the treatment of 
PMR. 


* Nota typical starting dose - This is not a typical starting dose of prednisone for the treatment of 
PMR. 


e Nota typical starting dose - This is not a typical starting dose of prednisone for the treatment of 
PMR. 


TAKEAWAY/KEY POINTS: 


An initial prednisone dose of 15 mg/day is suggested, but lower doses of 7.5 - 10 mg/day may be sufficient 
in smaller patients with mild symptoms. On the contrary, initial doses of 20 - 25 mg/day may be appropriate 
in an otherwise healthy patient with severe aching and systemic symptoms. 


REFERENCE: 


[1] Hanly JG. Polymyalgia rheumatica and giant-cell arteritis. In: Compendium of Therapeutic Choices. Ottawa, 
ON: Canadian Pharmacists Association. https://myrxtx.ca. [2] Docken WP. Clinical manifestations and 
diagnosis of polymyalgia rheumatica. In: Matteson EL, ed. UpToDate, Waltham, MA.: UpToDate. [3] Langford 
CA, Fauci AS. The vasculitis syndromes. In: Jameson J, Fauci AS, Kasper DL, Hauser SL, Longo DL, Loscalzo J. 
eds. Harrison's Principles of Internal Medicine, 20e. New York, NY: McGraw-Hill. [4] Docken WP, Rosenbaum JT. 
Clinical manifestations of giant cell arteritis. In: Matteson EL, Trobe J, eds. UpToDate. Waltham, MA.: 
UpToDate. 


The correct answer is: 15 mg/day 


The mainstay of therapy for giant-cell arteritis (GCA) is: 


Select one: 
Methotrexate * 
Tocilizumab % 
Low-dose prednisone * 
High-dose v , 
prednisone Rose Wang (ID:113212) this answer is correct. The mainstay of therapy for GCA is 


high-dose systemic corticosteroids, which should be initiated immediately once the 
diagnosis of GCA is strong suspected. 


Marks for this submission: 1.00/1.00. 
TOPIC: Polymyalgia Rheumatica & Giant-Cell Arteritis 


LEARNING OBJECTIVE: 
To understand the treatment of polymyalgia rheumatica (PMR) and giant-cell arteritis (GCA). 


BACKGROUND: 


PMR is an inflammatory rheumatic condition characterized clinically by aching and morning stiffness lasting 
for hours. Patients typically have significant proximal muscle discomfort, particularly around the shoulders, 
across the neck, and in the buttocks and thighs, that interferes with activities of daily living. Systemic 
symptoms, including fever, malaise, weight loss, and fatigue, are present in 40 - 50% of patients. PMR 
generally occurs in patients over the age of 50. It is generally a recent, discrete change in musculoskeletal 
symptoms, with an abrupt, acute onset, PMR can be associated with GCA, which is also known as temporal 
arteritis. These two disorders may represent different clinical manifestations of a shared disease process. 16 - 
21% of patients with PMR will develop GCA and 40 - 60% of patients with GCA will develop PMR. GCA, also 
known as temporal arteritis, is categorized as a chronic vasculitis of large- and medium-sized vessels with 
predominance for the cranial branches of the arteries originating from the aortic arch. GCA is the most 
common systemic vasculitis in Europe and North America. GCA only affects older adults and the peak 
incidence occurs between ages 70 and 79. Patients with GCA generally present with headache and scalp 
tenderness in the temporal or occipital areas, claudication of the jaw or tongue, and partial or complete 


Question #: 6 
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monocular vision loss. Similarly to PMR, systemic symptoms are common and include fever, fatigue, and 
weight loss. GCA occurs less frequently than PMR, affecting 0.2% of people age 50 and older with a peak 
incidence at age 70 - 75. Both PMR and GCA are approximately twice as frequent in women than in men. The 
mainstay of therapy for GCA is high-dose systemic corticosteroids, which should be initiated immediately 
once the diagnosis of GCA is strongly suspected. A temporal artery biopsy should be obtained as soon as 
possible, but corticosteroid therapy should not be withheld while awaiting the results of the biopsy. 
Tocilizumab and methotrexate are options for use as corticosteroid-sparing agents. 


RATIONALE: 
Correct Answer: 


* High-dose prednisone - The mainstay of therapy for GCA is high-dose systemic corticosteroids, 
which should be initiated immediately once the diagnosis of GCA is strongly suspected. 


Incorrect Answers: 
e Methotrexate - Tocilizumab and methotrexate are options for use as corticosteroid-sparing agents. 
e Tocilizumab - Tocilizumab and methotrexate are options for use as corticosteroid-sparing agents. 


* Low-dose prednisone - The mainstay of therapy for GCA is high-dose systemic corticosteroids, which 
should be initiated immediately once the diagnosis of GCA is strongly suspected. 


TAKEAWAY/KEY POINTS: 


The mainstay of therapy for GCA is high-dose systemic corticosteroids, which should be initiated immediately 
once the diagnosis of GCA is strongly suspected. Tocilizumab and methotrexate are options for use as 
corticosteroid-sparing agents. 


REFERENCE: 


[1] Hanly JG. Polymyalgia rheumatica and giant-cell arteritis. In: Compendium of Therapeutic Choices. Ottawa, 
ON: Canadian Pharmacists Association. https://myrxtx.ca. 


[2] Docken WP. Clinical manifestations and diagnosis of polymyalgia rheumatica. In: Matteson EL, ed. 
UpToDate. Waltham, MA.: UpToDate. 


[B] Langford CA, Fauci AS. The vasculitis syndromes, In: Jameson J, Fauci AS, Kasper DL, Hauser SL, Longo DL, 
Loscalzo J. eds. Harrison's Principles of Internal Medicine, 20e. New York, NY: McGraw-Hill. 


[4] Docken WP, Rosenbaum JT. Clinical manifestations of giant cell arteritis. In: Matteson EL, Trobe J, eds. 
UpToDate. Waltham, MA.: UpToDate. 


[5] Buckley L, Guyatt G, Fink HA, et al. 2017 American College of Rheumatology guideline for the prevention 
and treatment of glucacorticoid-induced osteoporosis. Arth Care Res 2017;69:1521-1537. 


The correct answer is: High-dose prednisone 


Which of the following statements regarding antiplatelet therapy in giant-cell arteritis (GCA) is FALSE? 


Select one: 
Retrospective studies have shown a decrease in vision loss in patients taking ASA X 
A proton pump inhibitor should be started in GCA patients taking ASA % 
ASA should be continued in GCA patients with a previous cardiovascular event ¥ 
Low-dose ASA should be w 


started with Rose Wang (ID: 113212) this answer is correct. Due to the conflicting 
esee einan data, the use of low-dose ASA in patients with newly diagnosed GCA 
diagnosed GCA patients should be guided by current recommendations for the management of 


atherosclerosis. 


[correct] 
Marks for this submission: 1.00/1.00. 
TOPIC: Polymyalgia Rheumatica & Giant-Cell Arteritis 


LEARNING OBJECTIVE: 
To understand the treatment of polymyalgia rheumatica (PMR) and giant-cell arteritis (GCA). 


BACKGROUND: 


PMR is an inflammatory rheumatic condition characterized clinically by aching and morning stiffness lasting 
for hours. Patients typically have significant proximal muscle discomfort, particularly around the shoulders, 
across the neck, and in the buttocks and thighs, that interferes with activities of daily living. Systemic 
symptoms, including fever, malaise, weight loss, and fatigue is present in 40 - 50% of patients. PMR generally 
‘occurs in patients over the age of 50. It is generally a recent, discrete change in musculoskeletal symptoms, 
with an abrupt, acute onset. PMR can be associated with GCA, which is also known as temporal arteritis. 
These two disorders may represent different clinical manifestations of a shared disease process. 16 - 21% of 
patients with PMR will develop GCA and 40 - 60% of patients with GCA will develop PMR. GCA, also known 
as temporal arteritis, is categorized as a chronic vasculitis of large- and medium-sized vessels with 
predominance for the cranial branches of the arteries originating from the aortic arch. GCA is the most 
common systemic vasculitis in Europe and North America. GCA only affects older adults and the peak 
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Question #: 7 


10: 57785 


Incorrect 


aaan 
tenderness in the temporal or occipital areas, claudication of the jaw or tongue, and partial or complete 
monocular vision loss. Similarly to PMR, systemic symptoms are common and include fever, fatigue, and 
weight loss. GCA occurs less frequently than PMR, affecting 0.2% of people age 50 and older with a peak 
incidence at age 70 - 75. Both PMR and GCA are approximately twice as frequent in women than in men. The 
mainstay of therapy for GCA is high-dose systemic corticosteroids, which should be initiated immediately 
once the diagnosis of GCA is strongly suspected. If there are no signs of symptoms of visual loss, the 
recommended initial treatment is prednisone 1 mg/kg (maximum of 60 mg/day) administered in a single 
daily dose. There is insufficient evidence to justify the upfront use of IV pulse corticosteroids in GCA patients, 
but they may be used in patients with visual loss at presentation. Some retrospective studies suggest that 
patients who were already taking ASA 81 - 100 mg/day prior to their diagnosis of GCA had a lower risk of 
vision loss and stroke after being diagnosed with GCA and a lower risk of relapse. However, some 
retrospective studies suggest that patients who were already taking ASA 81 - 100 mg/day prior to their 
diagnosis of GCA had a lower risk of vision loss and stroke after being diagnosed with GCA and a lower risk 
of relapse. 2 subsequent studies and a meta-analysis did not confirm this protective effect. Due to the 
conflicting data, the use of low-dose ASA in patients with newly diagnosed GCA should be guided by current 
recommendations for the management of atherosclerosis. If low-dose ASA is used, a proton pump inhibitor 
should also be initiated as ASA, elderly age, and high-dose corticosteroids are all risk factors for 
gastrointestinal bleeding, 


RATIONALE: 
Correct Answer: 
e Low-dose ASA should be started with corticosteroids in newly diagnosed GCA patients - Due to 


the conflicting data, the use of low-dose ASA in patients with newly diagnosed GCA should be guided 
by current recommendations for the management of atherosclerosis. 


Incorrect Answers: 


* Retrospective studies have shown a decrease in vision loss in patients taking ASA - Some 
retrospective studies suggest that patients who were already taking ASA 81 - 100 mg/day prior to 
their diagnosis of GCA had a lower risk of vision loss and stroke after being diagnosed with GCA and a 
lower risk of relapse. 2 subsequent studies and a meta-analysis did not confirm this protective effect. 


A proton pump inhibitor should be started in GCA patients taking ASA - If low-dose ASA is used, 
a proton pump inhibitor should also be initiated as ASA, elderly age, and high-dose corticosteroids are 
all risk factors for gastrointestinal bleeding. 


ASA should be continued in GCA patients with a previous cardiovascular event - The use of low- 
dose ASA in patients with newly diagnosed GCA should be guided by current recommendations for 
the management of atherosclerosis. 


TAKEAWAY/KEY POINTS: 


Some retrospective studies suggest that patients who were already taking ASA 81 - 100 mg/day prior to their 
diagnosis of GCA had a lower risk of vision loss and stroke after being diagnosed with GCA and a lower risk 
of relapse. However, other studies found no effect of established platelet inhibition on vision loss or stroke in 
newly diagnosed GCA patients. Due to the conflicting data, the use of low-dose ASA in patients with newly 
diagnosed GCA should be guided by current recommendations for the management of atherosclerosis 
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The correct answer is: Low-dose ASA should be started with corticosteroids in newly diagnosed GCA patients 


Significant improvements in symptoms of giant-cell arteritis (GCA) usually occur within: 


Select one: 
5 - 10 hours of starting corticosteroid therapy * 
12 - 24 hours of starting corticosteroid therapy * 
1 - 2 days of starting corticosteroid therapy Y 
5-Tdaysof x 3 
Starting Rose Wang (ID:113212) this answer is incorrect. Generally, patients report 


carticdsteraid significant improvement of GCA-related symptoms (e.g. headache, fever, 
therapy malaise) within 24 - 48 hours of corticosteroid initiation. 
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TOPIC: Polymyalgia Rheumatica & Giant-Cell Arteritis 


LEARNING OBJECTIVE: 


Question #: 8 
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To understand the treatment of polymyalgia rheumatica (PMR) and giant-cell arteritis (GCA). 


BACKGROUND: 


PMR is an inflammatory rheumatic condition characterized clinically by aching and morning stiffness lasting 
for hours. Patients typically have significant proximal muscle discomfort, particularly around the shoulders, 
across the neck, and in the buttocks and thighs, that interferes with activities of daily living. Systemic 
symptoms, including fever, malaise, weight loss, and fatigue is present in 40 - 50% of patients. PMR generally 
‘occurs in patients over the age of 50. It is generally a recent, discrete change in musculoskeletal symptoms, 
with an abrupt, acute onset. PMR can be associated with GCA, which is also known as temporal arteritis. 
These two disorders may represent different clinical manifestations of a shared disease process, 16 - 21% of 
patients with PMR will develop GCA and 40 - 60% of patients with GCA will develop PMR. GCA, also known 
as temporal arteritis, is categorized as a chronic vasculitis of large- and medium-sized vessels with 
predominance for the cranial branches of the arteries originating from the aortic arch. GCA is the most 
common systemic vasculitis in Europe and North America. GCA only affects older adults and the peak 
incidence occurs between ages 70 and 79. Patients with GCA generally present with headache and scalp 
tenderness in the temporal or occipital areas, claudication of the jaw or tongue, and partial or complete 
monocular vision loss. Similarly to PMR, systemic symptoms are common and include fever, fatigue, and 
weight loss. GCA occurs less frequently than PMR, affecting 0.2% of people age 50 and older with a peak 
incidence at age 70 - 75. Both PMR and GCA are approximately twice as frequent in women than in men. The 
mainstay of therapy for GCA is high-dose systemic corticosteroids, which should be initiated immediately 
once the diagnosis of GCA is strong suspected. If there are no signs of symptoms of visual loss, the 
recommended initial treatment is prednisone 1 mg/kg (maximum of 60 mg/day) administered in a single 
daily dose. There is insufficient evidence to justify the upfront use of IV pulse corticosteroids in GCA patients, 
but they may be used in patients with visual loss at presentation. If there is strong suspicion of GCA as the 
cause of visual loss, the use of methylprednisolone 1 g IV daily x 3 days, followed by oral therapy with 
prednisone is recommended. Generally, patients report significant improvement of GCA related symptoms 
(e.g. headache, fever, malaise) within 24 - 48 hours of corticosteroid initiation. Erythrocyte sedimentation rate 
(ESR) and C-reactive protein (CRP) should also improve dramatically within a few days of starting 
corticosteroid therapy. 


RATIONALE: 
Correct Answer: 


* 1-2 days of starting corticosteroid therapy - Generally, patients report significant improvement of 
GCA-related symptoms (e.g. headache, fever, malaise) within 24 - 48 hours of corticosteroid initiation. 


Incorrect Answers: 


* 5 - 10 hours of starting corticosteroid therapy - Generally, patients report significant improvement 
of GCA-related symptoms (e.g, headache, fever, malaise) within 24 - 48 hours of corticosteroid 
initiation. 


* 12-24 hours of starting corticosteroid therapy - Generally, patients report significant 
improvement of GCA-related symptoms (e.g. headache, fever, malaise) within 24 - 48 hours of 
corticosteroid initiation. 


+ 5-7 days of starting corticosteroid therapy - Generally, patients report significant improvement of 
GCA-related symptoms (e.g. headache, fever, malaise) within 24 - 48 hours of corticosteroid initiation. 


TAKEAWAY/KEY POINTS: 


Generally, patients report significant improvement of GCA-related symptoms (e.g. headache, fever, malaise) 
within 24 - 48 hours of corticosteroid initiation. Erythrocyte sedimentation rate (ESR) and C-reactive protein 
(CRP) should also improve dramatically within a few days of starting corticosteroid therapy. 
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The correct answer is: 1 - 2 days of starting corticosteroid therapy 


In patients with giant-cell arteritis (GCA), relapses of disease activity are most common at prednisone doses 
less than: 


Select one: 
5 mg/day * 
10 mg/day * 


20 ov 
PIEK Rose Wang (ID:113212) this answer is correct. Relapses of GCA symptoms are most 


common at prednisone doses <20 mg/day and are typically treated with increases in the 
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30 mg/day * 
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Marks for this submission: 1.00/1.00. 
TOPIC: Polymyalgia Rheumatica & Giant-Cell Arteritis 


LEARNING OBJECTIVE: 
To understand the treatment of polymyalgia rheumatica (PMR) and giant-cell arteritis (GCA). 


BACKGROUND: 


PMR is an inflammatory rheumatic condition characterized clinically by aching and morning stiffness lasting 
for hours. Patients typically have significant promixal muscle discomfort, particularly around the shoulders, 
across the neck, and in the buttocks and thighs, that interferes with activities of daily living. Systemic 
symptoms, including fever, malaise, weight loss, and fatigue is present in 40 - 50% of patients. PMR generally 
occurs in patients over the age of 50. It is generally a recent, discrete change in musculoskeletal symptoms, 
with an abrupt, acute onset. PMR can be associated with GCA, which is also known as temporal arteritis. 
These two disorders may represent different clinical manifestations of a shared disease process, 16 - 21% of 
patients with PMR will develop GCA and 40 - 60% of patients with GCA will develop PMR. GCA, also known 
as temporal arteritis, is categorized as a chronic vasculitis of large- and medium-sized vessels with 
predominance for the cranial branches of the arteries originating from the aortic arch. GCA is the most 
common systemic vasculitis in Europe and North America. GCA only affects older adults and the peak 
incidence occurs between ages 70 and 79. Patients with GCA generally present with headache and scalp 
tenderness in the temporal or occipital areas, claudication of the jaw or tongue, and partial or complete 
monocular vision loss. Similarly to PMR, systemic symptoms are common and include fever, fatigue, and 
weight loss. GCA occurs less frequently than PMR, affecting 0.2% of people age 50 and older with a peak 
incidence at age 70 - 75. Both PMR and GCA are approximately twice as frequent in women than in men. The 
mainstay of therapy for GCA is high-dose systemic corticosteroids, which should be initiated immediately 
once the diagnosis of GCA is strong suspected. If there are no signs of symptoms of visual loss, the 
recommended initial treatment is prednisone 1 mg/kg (maximum of 60 mg/day) administered in a single 
daily dose. There is insufficient evidence to justify the upfront use of IV pulse corticosteroids in GCA patients, 
but they may be used in patients with visual loss at presentation. Relapses of GCA symptoms are most 
common at prednisone doses <20 mg/day and are typically treated with increases in the corticosteroid dose 
based on the nature of the relapse. Generally, relapses do not cause major adverse events (e.g. visual loss). 


RATIONALE: 
Correct Answer: 


e 20 mg/day - Relapses of GCA symptoms are most common at prednisone doses <20 mg/day and are 
typically treated with increases in the corticosteroid dose based on the nature of the relapse. 


Incorrect Answers: 


* 5 mg/day - Relapses of GCA symptoms are most common at prednisone doses <20 mg/day and are 
typically treated with increases in the corticosteroid dose based on the nature of the relapse. 


* 10 mg/day - Relapses of GCA symptoms are most common at prednisone doses <20 mg/day and are 
typically treated with increases in the corticosteroid dose based on the nature of the relapse. 


* 30 mg/day - Relapses of GCA symptoms are most common at prednisone doses <20 mg/day and are 
typically treated with increases in the corticosteroid dose based on the nature of the relapse. 


TAKEAWAY/KEY POINTS: 


Relapses of GCA symptoms are most common at prednisone doses <20 mg/day and are typically treated 
with increases in the corticosteroid dose based on the nature of the relapse. Generally, relapses do not cause 
major adverse events (e.g, visual loss). 
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The correct answer is: 20 ma/day 


Which of the following statements regarding giant-cell arteritis (GCA) is NOT true? 


Select one: 


GCA occurs approximately twice v 
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as frequently in men than in dwe rang Ub) 4422447 ius UrtoWer 1 curret Dui rn 
WOMEN and GCA are approximately twice as frequent in women than 
in men. 


Headache and scalp tenderness is a common symptom of GCA ® 
Claudication of the jaw or tongue is a common symptom of GCA X 


GCA occurs less frequently than polymyalgia rheumatica (PMR) % 


{ Correct 
Marks for this submission: 1.00/1.00. 
TOPIC: Polymyalgia Rheumatica & Giant-Cell Arteritis 


LEARNING OBJECTIVE: 


To understand the symptoms, risk factors, and diagnosis of polymyalgia rheumatica (PMR) and giant-cell 
arteritis (GCA). 


BACKGROUND: 


PMR is an inflammatory rheumatic condition characterized clinically by aching and morning stiffness lasting 
for hours. Patients typically have significant proximal muscle discomfort, particularly around the shoulders, 
across the neck, and in the buttocks and thighs, that interferes with activities of daily living. Systemic 
symptoms, including fever, malaise, weight loss, and fatigue, are present in 40 - 50% of patients. PMR 
generally occurs in patients over the age of 50. It is generally a recent, discrete change in musculoskeletal 
symptoms, with an abrupt, acute onset, PMR can be associated with GCA, which is also known as temporal 
arteritis. These two disorders may represent different clinical manifestations of a shared disease process. 16 - 
21% of patients with PMR will develop GCA and 40 - 60% of patients with GCA will develop PMR. GCA is 
categorized as a chronic vasculitis of large- and medium-sized vessels with predominance for the cranial 
branches of the arteries originating from the aortic arch. Patients with GCA generally present with headache 
and scalp tendemess in the temporal or occipital areas, claudication of the jaw or tongue, and partial or 
complete monocular vision loss. Similarly to PMR, systemic symptoms are common and include fever, 
fatigue, and weight loss. GCA occurs less frequently than PMR, affecting 0.2% of people age 50 and older 
with a peak incidence at age 70 - 75. Both PMR and GCA are approximately twice as frequent in women than 
in men. 


RATIONALE: 
Correct Answer: 


e GCA occurs approximately twice as frequently in men than in women - Both PMR and GCA are 
approximately twice as frequent in women than in men. 


Incorrect Answers: 


+ Headache and scalp tenderness is a common symptom of GCA - Patients with GCA generally 
present with headache and scalp tenderness in the temporal or occipital areas, claudication of the jaw 
or tongue, and partial or complete monocular vision loss. 


* Claudication of the jaw or tongue is a common symptom of GCA - Patients with GCA generally 
present with headache and scalp tenderness in the temporal or occipital areas, claudication of the jaw 
or tongue, and partial or complete monocular vision loss. 


* GCA occurs less frequently than polymyalgia rheumatica (PMR) - GCA occurs less frequently than 
PMR, affecting 0.2% of people age 50 and older. 


TAKEAWAY/KEY POINTS: 


GCA occurs less frequently than PMR, and both PMR and GCA are approximately twice as frequent in women 
than in men, Patients with GCA generally present with headache and scalp tenderness in the temporal or 
occipital areas, claudication of the jaw or tongue, and partial or complete monocular vision loss. 
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The correct answer is: GCA occurs approximately twice as frequently in men than in women 


All of the following agents can decrease the effect of prednisone EXCEPT: 


Select one: 


Phenytoin X 
Phenobarbital x 


nuampin a 
Warfarin v 5 
Rose Wang (ID:113212) this answer is correct. Warfarin is not a CYP344 inducer and 
will not affect the serum concentration of prednisone. 


Marks for this submission: 1.00/1.00. 
TOPIC: Polymyalgia Rheumatica & Giant-Cell Arteritis 


LEARNING OBJECTIVE: 
To understand the treatment of polymyalgia rheumatica (PMR) and giant-cell arteritis (GCA). 


BACKGROUND: 


PMR is an inflammatory rheumatic condition characterized clinically by aching and morning stiffness lasting 
for hours. Patients typically have significant proximal muscle discomfort, particularly around the shoulders, 
across the neck, and in the buttocks and thighs, that interferes with activities of daily living. Systemic 
symptoms, including fever, malaise, weight loss, and fatigue are present in 40 - 50% of patients. PMR 
generally occurs in patients over the age of 50. It is generally a recent, discrete change in musculoskeletal 
symptoms, with an abrupt, acute onset. PMR can be associated with GCA, which is also known as temporal 
arteritis, These two disorders may represent different clinical manifestations of a shared disease process. 16 - 
21% of patients with PMR will develop GCA and 40 - 60% of patients with GCA will develop PMR. GCA, also 
known as temporal arteritis, is categorized as a chronic vasculitis of large- and medium-sized vessels with 
predominance for the cranial branches of the arteries originating from the aortic arch. GCA is the most 
common systemic vasculitis in Europe and North America. GCA only affects older adults and the peak 
incidence occurs between ages 70 and 79. Patients with GCA generally present with headache and scalp 
tenderness in the temporal or occipital areas, claudication of the jaw or tongue, and partial or complete 
monocular vision loss. Similarly to PMR, systemic symptoms are common and include fever, fatigue, and 
weight loss. GCA occurs less frequently than PMR, affecting 0.2% of people age 50 and older with a peak 
incidence at age 70 - 75. Both PMR and GCA are approximately twice as frequent in women than in men. The 
mainstay of therapy for GCA is high-dose systemic corticosteroids, which should be initiated immediately 
once the diagnosis of GCA is strongly suspected. If there are no signs of symptoms of visual loss, the 
recommended initial treatment is prednisone 1 mg/kg (maximum of 60 mg/day) administered in a single 
daily dose. There is insufficient evidence to justify the upfront use of IV pulse corticosteroids in GCA patients, 
but they may be used in patients with visual loss at presentation. Strong cytochrome P450 (CYP) 3A4 
inducers, including phenobarbital, phenytoin, and rifampin, may reduce the serum concentration of 
prednisone, resulting in a decrease in the corticosteroid effect. 


RATIONALE: 
Correct Answer: 


e Warfarin - Warfarin is not a CYP3A4 inducer and will not affect the serum concentration of 
prednisone. 


Incorrect Answers: 
* Phenytoin - Strang CYP3A4 inducers may decrease the serum concentration of prednisone. 
* Phenobarbital - Strong CYP3A4 inducers may decrease the serum concentration of prednisone. 


* Rifampin - Strong CYP3A4 inducers may decrease the serum concentration of prednisone. 


TAKEAWAY/KEY POINTS: 


Strong cytochrome P450 (CYP) 3A4 inducers, including phenobarbital, phenytoin, and rifampin, may reduce 
the serum concentration of prednisone, resulting in a decrease in the corticosteroid effect. 
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The correct answer is: Warfarin 
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